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It is with diffidence that I present this paper,
because I have no doubt that many of you
work on the same principle, using different
techniques. I began to study this problem
years ago, after frequently observing patients
being instructed, ordered or implored not to
raise the shoulder while abducting the arm.
I made the same request, until I became con-
vinced that the patient was being asked to
achieve a mechanical impossibility. By ex..
periment I found what appeared to me to he
the best way of controlling the head of the
humerus during the movement.
In the movement of abduction the head
must be fixed in such a position that it can act
as a fulcrum while the lower end of the
humerus is abducted by the deltoid. The
short muscles composing the rotator cuff work
together as fixators and synergists in this
stabilising action. The supraspinatus takes
part in initiating the movement of abduction,
but its chief importance is its action of hold-
ing the head firmly from above and acting as
a ligament. It is assisted a little in this by the
long head of the biceps when the humerus is
in lateral rotation. At the same time, the
infraspinatus and teres minor depress and
laterally rotate the head, allowing it to glide
down and across the pear-shaped glenoid
cavity to a position where it can act as a
fulcrum. Failing this synchronised action, the
head is drawn up by the deltoid to a position
under the acromium in which it is impossible
to ahduct the arm. It is common practice, I
kno'v, in re-educating a shoulder, for the
physiotherapist to strive to obtain full lateral
rotation before abduction is attempted and
then combine the two movements, but this is
not always enough to ensure the correct
muscle action.
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My technique is to substitute for the
damaged or inactive rotator-cuff muscle by
manually manipulating the head of the
humerus to its correct position.
PROCEDURE
The patient is in side-lying with the affected
arm uppermost, his flexed elbow and forearm
supported by the operator's forearm. It is
essential that complete relaxation of the arm
be obtained. The operator cups the head of
the humerus with her other hand, the thumb
being separated from the fingers. (At a later
stage a finger placed on the greater tuberosity
just posterior to the insertion of the supra-
spinatus is often adequate.)
Passive abduction is then commenced while
with a light pressure of the hand (or finger)'
the head is slid down and rolled into lateral
rotation across the cavity. The movement is
clearly palpable, and as soon as the head is
felt. to be in position (at about 40°), the
patIent starts to actively contract the deltoid,
and the movement is assisted, or resisted as
far as is possible without pain, often to 'full
range. The elbow may be allowed to extend
during the movement if desired; the head of
the humerus is supported all the time. If the
deltoid contracts too soon and the head is not
felt to be correctly placed, the movement must
be discontinued and restarted.. Force is not
required, it is a delicate manoeuvring move-
ment. Indeed, it is conceivable that if force
were applied in a downward direction with the
hu~erus in more than 45 0 abduction, dislo ..
catIon could occur.
Lowering the arm painlessly is more diffi-
cult, and the technique used will vary from
patient to patient. Manual control of the head
is maintained, adjusting pressure to move-
ments and acting as a steadying agent. One
of the following manoeuvres could be chosen:
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1. A completely passive return of the arm
to the side.
2. Upward pressure on the head from the
axilla.
3. Traction in the long axis..
4. Resisted adduction.
Traction in the long axis has proved, for me,
the most frequently successful, but often I
have been unable to avoid some degree of
pain, usually in a small arc. This is in con..
trast to the movement in the opposite direc..
tion, which is usually completely painless if
the manipulation has been correctly carried
out on a suitably chosen case.
The only other movements given in the early
stages are:
1. Patient in side-lying, arm supported on
operator's forearm in a comfortable
degree of abduction with elbow flexed"
Resisted flexion and extension of the
shoulder are given, with particular at-
tention to extension, as the posterior
fibres of the deltoid waste rapidly and
the shoulder tends to assume a forward
lying position and contractures develop
on the flexor aspect.
2. Patient in side-lying, arm at side. Active
lateral rotation.
Home exercises in the early stage consist
only of:
1. Lateral rotation, with arm held at side.
Any comfortable starting position may
be chosen and the elbow may be flexed
or extended but the humerus must be in
adduction, as only in this position can
full excursion of rotation be obtained.
2. Patient leaning forward, supported.
Pendulum swinging and circling of arm.
"As the arm circles round, the rapid
interchange of muscular relationships
encourages relaxation. Traction exerted
by the weight of the arm keeps the sub-
acromial structures from impinging
under the acromial arch." (Brookes,
1954.)
PROGRESSION
Resistance is added as early as possible,
often from the first day, but the head of the
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humerus continues to be manually adjusted
and stabilised and assistance to be given in
the initiation of abduction through increasing
loading, until healing takes place and the
rotator cuff resumes its normal function.
A scheme of progression for abduction
could be:
With the patient in side-lying, arm sup..
ported as described earlier, commencing
with the elbow flexed, progress to extended
arm and then to holding sand bags in the
hand, followed by alterations in trunk
position and increase of weights. Towards
the end of treatment, a patient in standing,
lifting a suhstan1tial weight, will require
only a light downward and lateral rotation
pressure on the head of the humerus, and
simultaneously, a little assistance to start
the hand travelling upwards.
An exercise which uses gravity to adjust the
position of the head of the humerus may be
useful in the scheme, and can be done at
home if it he painless and correctly understood.
The patient is in standing, arms at side. He
first bends forward fully, allowing his arms to
fall forwards to a position beside his ears. He
now stands upright, holding his arms in this
position, then gently lowering them sideways
for a few degrees and returning them to
position beside his ears. This movement is
repeated, increasing the range of movement
and keeping within limits of pain. Resistance
with sand bags may be given if desired.
At the end of the exercise it is important to
lower the arms by reversing the process, first
bending forward, while arms are extended up-
wards, and then assuming the upright position,
at the same time allowing his arms to fall to
his sides.
The following exercises may have a place in
the scheme of re-education, and can also be
done by the patient on his own.
1. To strengthen the deltoid: Grip hands
together in front of chest and alternately
push and pull without releasing.
2. To strengthen the biceps: Resisted
supination of the forearm. Resistance
may be given by a pole held in the hand.
Lateral rotation is stressed throughout, and
practised frequently, with the arms adducted
and elbows flexed.
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"The chief reasons for emphasis on external
rotation exercises seem to be as follows:
(a) The external rotators serve as depres-
sors of the humeral head.
(h) A full range of external rotation will
mobilize the floor of the sub-acromial
bursa under its roof and stretch its
extensive periphery, preventing the re..
stricting effect of an adhesive bursitis.
(c) The structures of the reinforced an..
teriar part of the capsule are stretched
and their contraction prevented.
(d) A reciprocal relaxation of the some-
times hypertonic antagonists is pro..
duced" (Brookes, Ibid.)
Of course, shoulder injuries are often not
simple and isolated to one easily defined
structure. Accurate diagnosis may have been
difficult. The injury may involve other struc w
tures which would be better treated by other
methods. But, if, on attempting active abduc..
tion, the shoulder is raised or there is a pain~
ful arc during the movement, it is worth
testing the gleno-humeral movement by this
technique, and if it should prove to be the
one required it will sometimes produce a
dramatic result and a surprised and delighted
patient. It would not be used in the acute
inflammatory stage with swelling and tender-
ness which would preclude such pressure and
movements as this method requires.
I list here the conditions in which I con..
sider this technique would be indicated:
1. Damage, either traumatic or degenera..
tive, to any part of the rotator cuff.
(Supraspinatus tendon, infraspinatus, or
teres minor.)
2. At some stage in the reweducation scheme
following surgical repair of the rotator
cuff.
3. Loss of power and range from disuse,
although the technique is not suitable
for a tough frozen shoulder in the early
stages.
4. Re~education of paresed muscles.
5. Possibly some cases of sub~acromiaI
bursitis.
6. Some cases of calcification of supra,.
spinatus tendon II
In the event of no recovery taking place,
the patient can often learn to make reasonable
use of the arm by a trick movement. He
supports his elbow with the other hand, or
rests his arm on a solid support in some degree
of abduction, and then shrugs the shoulder
down with a jerk, perhaps with light pressure
from above. This causes the head of the
humerus to drop down into position, and he
can then continue to elevate the arm actively
and work above his head. It is an ugly but
effective measure when all else fails.
SUMMARY
I reiterate the principles of this technique
and the method of its use.
It is indicated in any condition in which
there is impairment of the normal rhythm and
range of the gleno..humeral joint, and couse..
quently disturbance of the normal scapulo..
humeral rhythma This normal movement may
be impaired by trauma or weakness of the
muscles stabilising the head of the humerus,
or by stiffness caused by disuse. Recovery of
the normal movement at the joint may be
assisted by manually manoeuvring the head to
its correct position as a substitute for the in..
effective muscles, while assisting the initiation
of abduction. The other muscles involved in
shoulder joint movement can then be pro-
gressively retrained.
As this is a highly specific manipulation,
I feel that it can have a place as a supplement
to other schemes of re-education, including
P.N.F.
In positioning the patient, it is important
that he be fully on the side, not turned half
on to the back, as I have observed that patients
have a tendency to do. In my opinion one can
best keep control of the head on the glenoid
in full side~lying.
A rather similar method, with the same
basic idea, was described by S. Aubrey Jen~
kins, T.D., F.R.C.S., in "Periarticular Lesions
of the Shoulder" ("Physiotherapy", May,
1951) . In this the patient lies supine. The
physiotherapist encircles the shoulder joint
with two hands, one above and one below,
and supports the weight of the forearm in the
crook of her elbow. The shoulder joint is
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then moved passively into abduction and
lateral rotation within its painless range. Good
control of the joint is obtained, and as a
passive movement it is satisfactory, but in my
opinion it does not lend itself to progressive
re-education.
DISCUSSION
I do not ask the patient to refrain, in the
future, from doing any movement that would
strain the injured muscles, for example, in..
ternal rotation in abduction.
During treatment, lateral rotation is stressed
and medial rotation is not mentioned. I think
that avoiding pain is adequate protection for
the damaged lateral rotators, and I have no
thought of the patient refraining from medial
rotation permanently.
I do not regard internal rotation in exten-
sion as an important movement in this con-
dition, and I do not encourage it. I allow it
to return naturally. I am influenced by the
conditions, and the age of the patient. In a
young person who had suffered trauma I
should encourage this movement when I was
satisfied that healing was established; but in
an older person with possible degenerative
changes in the musculo..tendonous cuff I
should have a very cautious approach, as
these changes render the structure very sus..
ceptible to damage from relatively trivial
strains.
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This technique is a way to exercise the
other muscles of the shoulder while the
affected ones are recovering. It keeps the joint
fully mobile and the sound muscles acting
normally while the affected muscles take up
their work gradually 'as recovery takes place.
The side-lying position helps to hold the
head of the humerus into position by gravity.
The weight of the humerus, as it comes up
into a vertical position, rests on a practically
horizontal platform which makes it very easy
to control.
During the manipulation, the head of the
humerus is taken diagonally across the
glenoid; depression with lateral rotation done
together smoothly. Perhaps the motion could
be better described as "rolling" rather than
"moving". If you picture the movement of
abduction, the greater part of the movement
takes place at the lower end of the humerus
and, at the upper end, it is only an alteration
of the points of contact. At the same time, it
feels both to you, the physiotherapist, and to
the patient, as if the head moves down and
forward as it rolls back, and that is why I
have so described it.
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